
times, seven or eight days apart, to show them that I am dis-
posed to do everything for them that is reasonable and right.
A man with defective color sense will pick up the wrong skeins
or point out the wrong colors. Others, after repeated examin-
ation and more or less outside practice, can key themselves up
to pulling through, and the question arises: are we justified,
under the circumstances, in passing them, or should they be re-

jected as the result of original characteristic errors? The lat-
ter is the course to be adopted.

When I first began to make examinations of employees on
the Illinois Central, the Holmgren worsteds were used, and I
was instructed by the general superintendent, as this was
a new matter, to go over the road again and re-examine them.
With assistance I accomplished it and examined the employees
with flags and lanterns. I was a little timid about that part
of it. I had every confidence in the Holmgren test for the
detection of color sense, but I did not know what the men would
do with flags and lanterns. I thought the Holmgren test would
catch all, but I feared the other tests might let some slip
through. We used flags in the day time and lanterns at night,
and I was very much surprised to note the numerous mistakes
that were made in naming the flags and lantern colors amongst
those who had previously been found defective by the worsteds.
The late Dr. Robert Tilley devised a little instrument which
he used on a patient who was referred to an oculist, where he
had examined the man and found him defective. This instru-
ment was intended to bring out the personal equation in connec-
tion with such examinations. We did not bring it out to per-
fection. It was a domestic affair, but it corroborated the re-
sults of our previous examinations of certain men who were
found defective in color sense.

Dr. A. I. Boufpleub, Chicago—The old statement that "a
chain is no stronger than its weakest link" should be applied in
examining men when tired. If a man is color-blind or color de-
fective when he is tired, just after he has quit work, is he a
safe man in a responsible position ten minutes before he has
quit work? If we are to have perfect men on our railroads,
it is best to test them when they are tired. I have to examine
railroad employees in Chicago who run their trains by signals
from the time they go out until they go off duty, and it is very
essential that those men should be perfect in color sense at the
close of their day's work, as it is at the commencement of it.
I therefore take exception to that part of the Doctor's paper.

Db. J. T. Eskeidge, Denver, Colo.—I showed, in my paper,
that hysteric subjects and neurasthenics commonly have lim-
ited fields of vision. I know not why it is, but in Colorado, par-
ticularly among railroad employees, neurasthenia is exceedingly
common. I have examined eight or ten neurasthenics from the
D. & R. G. Railroad this year, in whom the fields of vision
were at first narrowed. It is evident that such men would not
make good signal-men. I would like to ask the Fellows of the
Academy if they have made any distinction in examining the
eyes of railway employees, whether the patients were either
"run down," neurasthenic, or hysteric? Those with manifesta-
tions of hysteria showed a decidedly contracted visual field.

Dr. W. C. Bane, closing the discussion—As to the point
brought out by Dr. Fulton, I agree with him that a man with
one eye is disqualified for engine service, and unsafe for signal
service. An old employee should be given other work.

As to the question raised by Dr. Eskridge in regard to neur-
asthenia and hysteria, I can only answer that in physical ex-

amination, the Rock Island surgeons include diseases of the
Spine. The fields of vision are taken in the eye examinations.

The point with reference to men being tired at the time of
examination should be carefully considered. A man at the end
of his day's work ought to be able to recognize colors and see
the signals quickly enough to protect himself and the passen-
gers. The man who does not recognize colors promptly should
not be employed for service where it is necessary to give and
receive signals. Such men should be rejected.

I rode with an engineer on the Rock Island for a short dis-
tance in coming east, there being an electric headlight on the
engine. He stated that for white and red the electric light was
far superior to the ordinary light used on the engine, but he
thought it was no improvement for green. I was impressed
with the thought that the green lights as used on the railroads
are not large enough.

THE EARLY DIAGNOSIS OF PULMONARY
TUBERCULOSIS.

BY EDWARD F. WELLS, M.D.
CHICAGO.

The history of pulmonary tuberculosis during the last
quarter of the century now drawing to a close may be
considered by the physician and humanitarian with a
fair degree of complacency. The essential cause of the
disease has been discovered; the avenues of infection
have been located; promising methods of prevention
have been formulated. The physician and the health
officer are enthusiastic and alert to their duties and
responsibilities, and they are guiding a public fairly
intelligent and ready to accept the proffered advice;
the malady is being discovered earlier, is probably being
more effectively managed, and is declining in preva-
lence.

If one will but re-read the chapters on the diagnosis
of pulmonary consumption, by Laennec, Louis, Andral,
Copland, Watson, Eberle, Drake, Gerhard, Trousseau,
Flint and Waldenburg\p=m-\masterminds of their day and
certainly au fait with the literature and diagnostics of
their generation\p=m-\andcompare them with the like chap-
ters of Eichhorst, Osler, Anders, Kidd, Cornet and
others of to-day, he can not fail to be profoundly im-
pressed by the immense strides which have been made
in the possibilities of the early diagnosis of this disease.
This, however, only corresponds to my own observation
and experience, and I know that appeal can safely be
made to those of my hearers of my own age, or who
are older, to confirm the statement that the early diag-
noses of pulmonary tuberculosis which are now made as
a routine, and which are demanded by the spirit of the
times, were utterly unknown and unattainable a quarter
of a century ago.

It may be admitted by many, and I will state as a
proposition which I believe can not be successfully con-
tradicted, that it is not only possible, but practicable as
a matter of routine, to make very early diagnoses in
cases of pulmonary tuberculosis. In making this state-
ment I do not underestimate the difficulties, but I do
feel confidence in the means at our command, and in the
skill of medical men generally in their employment,
for meeting and surmounting these obstacles. I am
quite sure that diagnostic failures are not due to any
inherent difficulties. On the contrary, they are usually
due to remediable shortcomings on the part of the phys-
ician, as, for example, to a hazy conception of the clin-
ical picture of early tuberculosis of the lungs ; to obtain-
ing an incomplete history of the case; to superficial
physical examinations or to lack of facility in manipu-lation or interpretation in this field; and, finally, to a

peculiar mental bias which renders him loath to ac-
knowledge the presence of that which he dislikes to
discover.

The practical importance of the earliest possible diag-
nosis of pulmonary tuberculosis can scarcely be over-
estimated—certainly it is patent «to every physician.
To the patient it means that he is the victim of a malady
which will entail upon him, at the best, many months or
years of invalidism, with, probably, radical modifications
of business and domestic arrangements, together with a
certainty of prolonged incapacity, and death in a major-
ity of cases. On the other hand, complete recovery en-
sues in a very considerable proportion of cases—prob-
ably in from 25 to 35 per cent.—and a fairly comfort-
able existence may be had in another large contingent

Read before the Chicago Society of Internal Medicine, Dec. 28, 1899.
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of eases which ultimately prove fatal. That the cure
of the disease and extension of the life of the patient
is largely dependent on the early institution of rational
treatment, which presupposes early diagnosis, no one
will have the temerity to deny.

To treat exhaustively of the early diagnosis of pul-
monary tuberculosis would require a volume. It is
clear, therefore, that within the limits of a short paper
only a few of the more important points can be con-
sidered, even cursorily. It will be my aim, however, to
select for comment those which are most apposite, most
novel, and which are oftenest neglected.

Without argument it will be taken for granted that
pulmonary tuberculosis is due to the lodgment and sub-
sequent growth in the lungs of the bacillus tuberculosis ;
that the avenue of infection is usually through the in-
spiration of air which has been contaminated with the
dried and pulverized sputa of consumptives; that the
germs vary in virility and are inherently short-lived,
especially in the light ; that in countries where the mal-
ady is prevalent all persons are constantly exposed to
the germs of the disease, and that some persons are
infected because the inspired bacilli meet with present
accidental conditions conducive to their growth and in-
herent or acquired slight powers of resistance, while
the majority of persons escape because the germ en-
counters unfavorable local conditions and ample sys-
temic defensive resources.

In the diagnosis of early and obscure cases it may be
necessary to carefully weigh every circumstance which
might possibly have any bearing on the probability, or

improbability, of the presence of the disease in question.
In such cases heredity and environment may be factors
of the greatest importance. There can be no reasonable
doubt that tubercular persons transmit to their de-
scendants a peculiar and more or less profound sus-
ceptibility to the disease, as is proven by the persistency
with which it clings, generation after generation, to
those families in which it has once obtained a firm foot-
hold. Known, and especially prolonged and extra-
ordinary, exposure to the germs of the disease, or the
absence of such exposure, must also be estimated at its
true value in forming a diagnostic opinion. It will be
readily understood that the chances of an obscure affec-
tion, presenting some of the features, but lacking in
positive evidence of pulmonary tuberculosis, being in
fact this disease are greatly increased in those who have
family histories bristling with instances of the presence
of this malady, or in those who are closely associated
with consumptives who are careless in their habits. In
this connection I can not too strongly urge upon family
physicians the necessity of carefully examining such
persons at regular, and not too infrequent, intervals.
Pulmonary tuberculosis is more prevalent in some races,
localities, and in connection with some occupations,
etc., than in others. For these reasons heredity, sus-
ceptibility, immunity, environment, exposure, climate,
occupation, residence) etc., should all be given due con-
sideration in summing up the evidence in any given
case.

Of special importance in the diagnosis of early pul-
monary tuberculosis is a comprehensive and detailed
medical history of the case, although the obtaining of
this is often a most difficult professional feat. Patients
have no desire to withhold needed information or to
make wilful misstatements, yet some of the most sug-
gestive of the early symptoms they may consider insig-
nificant and unworthy of mention, or they may not

have noticed them. However, careful and methodical
questioning, especially in the presence of an observing
associate, will, ordinarily, elicit a fairly clear, and it
may be a graphic, description of the early symptoms of
the disease. Upon this feature I lay particular stress,
inasmuch as long observation in a field of practice pe-
culiarly suited for obtaining exact information has con-
vinced me that, ordinarily, the access of pulmonary tu-
berculosis is marked by great uniformity of symptom-
atology.

I can not recognize a "pretubercular stage" of the
disease. I do not lose sight of the fact that the disease
is often preceded by anemia, gastric and intestinal dis-
orders, etc., but the existence of such conditions, al-
though they may invite infection, are purely accidental
and are not necessarily premonitory. The beginning
of the attack must be coincident with the implantation
and parasitic development of the bacillus of tubercu-
losis.

The symptomatic development of pulmonary tuber-
culosis in a typical case may be briefly outlined as
follows : There is a slight and unobtrusive cough which
insidiously increases in force and frequency; after a
few weeks there appears a scanty mucous expectoration,
later, becoming mucopurulent and more abundant;
there may be hoarseness, hemoptysis and thoracic sore-
ness; there is slight or moderate afternoon fever, which
is accentuated by exercise; the pulse is increased in fre-
quency and arterial tension is diminished; the appetite
is lessened, nutrition fails and there is loss of weight,
strength and endurance. About once in from four to
six weeks there is an exacerbation in which all these
symptoms are accentuated and some new ones are added :
The cough is increased in frequency, is dry and is often
accompanied by thoracic soreness or pain; the fever rises
higher in the evening and is usually also present in the
morning; the head aches, and there are general aching
pains; the appetite is poor and the bowels are consti-
pated; weight is rapidly lost and there is marked weak-
ness; the patient is restless, irritable and out of sorts
generally. After about a week freer expectoration oc-
curs; the skin becomes moist; the appetite returns and
the bowels move naturally; the soreness and aching
cease and the patient feels better. These exacerbations
recur at intervals of from four to six weeks, each suc-
ceeding one becoming more pronounced, and their diag-
nostic value can not be readily overestimated.

Let us now consider some of these symptoms more
fully :

Cough is probably the earliest symptom. It has,
moreover, peculiar characteristics. It is slight, unob-
trusive, hacking and often consists of a single effort.
It may be excited by change of posture, deep breathing,
etc., but if the movement or forced inspiration be re-
peated the cough may not be reproduced. Usually it is
infrequent and may not be heard a half dozen times a

day, and may be unnoticed by the patient and his as-
sociates. Later, and especially during the morbid ex-
acerbations, it increases in frequency and severity, is
provoked by changes of posture, sudden exertion, deep
breathing, etc., and each repetition of the provocative
act is followed by cough. Later it may assume a par-
oxysmal character and may be accompanied by vomiting.
Cough, as above described, and gradually assuming
more and more prominence as time passes, is highly sug-
gestive of pulmonary tuberculosis. If hoarseness is also
present the chances that the affection is of any other na-
ture are very slight indeed.

Downloaded From: http://jama.jamanetwork.com/ by a University of Iowa User  on 06/05/2015



Expectoration may be scanty and for a time free
from the specific germ and the evidences of ulcerative
action. However, if search is made for bacilli and
elastic fibers immediately after one of the febrile ex-
acerbations referred to it will usually be rewarded by
the discovery of these, practically, indubitable evidences
of the disease in question. Boiling the sputum, just
long enough, with a caustic alkali, and centrifuging it,
increases the chance of finding the bacilli and fibers if
sparingly present.

Hemoptysis occurs in only a moderate proportion of
the cases of early pulmonary tuberculosis, but it is very
significant when it does appear and is a symptom of
prime importance. It is usually small, or moderate,
and solitary or mildly persistent for several hours, or
recurrent. Although a period of cough and one or more
febrile attacks will almost certainly have preceded the
hemoptysis, yet the spitting of blood is often the first
symptom to excite the alarm of the patient and his
friends.

Thoracic tenderness, soreness and pain are rarely ab-
sent in early—not the earliest—pulmonary tuberculosis.
Their favorite location is in the upper part of the chest,
in front, although they may be seated in the axilla or

back, or even at the base. Their location and character
are often indefinite, but this indefiniteness is in itself
a suspicious circumstance.

The fever curve of early pulmonary tuberculosis is
highly diagnostic, and frequent, methodical thermomet-
ric observations for several days will clear up many a
doubtful case. The temperature in the morning may be
normal, subnormal or very slightly elevated. In the
afternoon it may range between 100 and 103 F., the
highest temperature occurring in the late afternoon
rather than in the evening. An important fact is that
exertion promptly and decidedly increases the temper-
ature. During the febrile exacerbations the range of
temperatureis greater, and the type of fever is remittent
rather than intermittent. Some other affections, e.g.,
anemia, obscure suppurations, etc., may be accompanied
by evening elevation of temperature, but these are usu-

ally readily differentiated.
Gastric symptoms are frequently present. The ap-

petite is somewhat impaired and may be erratic, while
in infrequent cases there is a veritable dyspepsia. In
rare eases there are no gastric disturbances. During
the febrile exacerbations the appetite fails, the tongue
becomes coated, the bowels are confined and there may
be nausea and vomiting. So marked are these symp-
toms that these exacerbations are often considered
''bilious attacks," with failure in recognizing their true
nature.

Nutrition is impaired, and weight, strength and en-
durance are early diminished, especially during the
febrile attacks, each exacerbation leaving the patient on
a slightly lower plane. The patient may have the ap-
pearance of health, but an appeal to the scales will show
a loss of weight and it will be found that feats of
strength and endurance which could be formerly ac-
complished with ease can not be duplicated, or are only
possible with difficulty and added exertion. The patient
tires easily and unaccountably, and this symptom usually
early attracts his notice.

The blood is early altered in composition. The num-
ber of red bloodi-corpuscles is diminished, as is also the
specific gravity and hemoglobin. It is contaminated
by the presence of tubercular toxins and, perhaps, anti-
toxins, and by an excess of waste products. There are

probably morphologic changes in the erythrocytes and
leucocytes.

The pulse is early and decidedly modified in its char-
acter. It is usually accelerated, and the rate is changed
but little by position. This latter feature is very sug-
gestive, and whenever the pulse-rate is found increased
and practically the same whether the patient is lying,
sitting or standing, the most careful scrutiny is de-
manded. The acceleration is usually moderate, but in
rare instances it may be very great. The arterial ten-
sion is early and notably reduced, especially during the
febrile exacerbations. To this, in my experience, I
have met with no exception. Normal or ah increased
tension may be present when the disease attacks persons
with arteriosclerosis, but I have had no opportunities
for studying such cases.

Sphygmographic tracings give most valuable aid in
the diagnosis of early pulmonary tuberculosis, and from
these alone the scale may be turned in the great ma-

jority of doubtful cases. Typically the tracings show
a pulse of lowered tension and infantile character—a
small and frequent pulse. From this typical curve there
are infinite variations in both directions, approaching
the normal on the one hand and reaching the most pro-nounced dicrotism on the other. Words can convey no
adequate conception of these changes, and I can only
append a number of examples, with the assurance that
you will be convinced that we have in the early stages
of this affection a distinctive and readily recognizable
pulse. ; | |
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To some I may have been somewhat tedious in mypreceding remarks. I can only offer, in apology, my
conviction that those points are of primary importance
and that they must be fully appreciated and recognized
when we come to interrogate the chest by the aid of the
percussor and the stethoscope. The importance of a
most painstaking physical examination of the chest
needs no extended mention. However, those who have
had the greatest experience well know that, at the stage
of the disease to which my remarks refer, physical signs
are often in abeyance or are capable of various inter-
pretations. Localized râles may mean much or little,
as they may be heard in a patient with or without the
symptoms detailed. It must also be borne in mind that
in some cases the progress of the pulmonary affection
is slow; and that in these cases symptoms may antedate
by several months the appearance of demonstrable signs.

Percussion may elicit diminished resonance or dulness

in some early cases which are rapidly progressive, but
as a rule this will not be found in the doubtful cases.
Stethoscopic percussion may be an aid. I have thought
that during the febrile exacerbations areas of dulness
could be detected which did not exist before nor persistafter, but on this point my conclusions are indefinite.
I am sure, however, that areas of pre-existing dulness

are enlarged at these times. It must be borne in mind
that, whereas distinct interscapular, supra- or infra-
clavicular dulness is highly suggestive of tubercular
consolidation of the lung, the converse does not hold
good, as tubercular formation may be present without
any impairment of the percussion note.

In auscultation it is scarcely possible to overestimate
the diagnostic importance of localized crepitation, moist
râles, and prolonged, high-pitched expiration, heard, es-

pecially between the scapula and the spine, at the apex,
or below the clavicle. Fine crepitation and coarse râles
may be heard more distinctly, or only on deep inspira-
tion, or with, or after, coughing. All the auscultatory
signs are more noticeable during or shortly after a
febrile exacerbation. Moist râles are rendered more

prominent, or they may be heard only after an iodid
has been given in moderate doses for a few days. The
iodid causes a flow of serum from the bronchial mucous
membranes, and this serum is not readily extruded from
consolidated areas. Under these circumstances cough-
ing, deep breathing, or even ordinary respiration will
produce râles in these areas. It does not aid in the
diagnosis of eases which have not progressed to the stage
of some consolidation, except that it may favor the ex-

pectoration of bacilli bearing sputum. Some observations
upon the use of iodid of potassium in the early diagnosis
and the locating of the local lesion in pulmonary tuber-
culosis I brought to notice a year ago. Since my report
I have employed it in every suitable case which has pre-
sented itself, and I can only reaffirm what I then said,
namely, that in iodid of potassium we have a valuable
diagnostic agent.

The tuberculin test may be employed in those cases,
not syphilitic nor chlorotic, in which the diagnosis can
not be made by ordinary means and in which a moder-
ate delay can not be had. Although a valuable diag-
nostic agent its use is attended with a slight risk and,
therefore, tuberculin should be administered only in such
manner as to furnish profitable information. The tem-
perature should be normal or have a very low febrile
range and thermometric observations should be made
and recorded every three hours for several days before
the tuberculin is injected. The dose should be a moder-
ate one, say from three to five milligrams, and it should
be given in the evening in order that the reaction may
begin in the morning. A positive reaction may be con-
sidered to have taken place if the malaise, headache,
backache and pains in the legs have been marked and
the temperature decidedly elevated. The reaction us-

usually begins in about twelve hours and continues for
from thirty-six to forty-eight hours. If no reaction fol-
lows the injection a larger dose, but not exceeding one

centigram, should be given after the lapse of several
days. In the tuberculin test a negative result is of
great importance, because, if the observations have been
carefully made, we may affirm that not only is the sus-

pected pulmonary affection not tubercular but that
there are no latent pulmonary foci and that tuberculosis
does not exist in other parts of the body.

In a doubtful case the X-ray may tip the balance for
or against the probability of tuberculosis being present.
This is especially true when thoracic soreness or pain is
present, the X-ray revealing restricted movement of the
diaphragm upon the affected side.

In conclusion, I will say: Satisfactory diagnoses in
cases of early pulmonary tuberculosis can be made only
on a broad base of practical knowledge. It must be
apparent that it is impossible to compress in a short ad-
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dress that which many volumes can not contain. It is
believed, however, that sufficient has been presented
to lead to the conclusion that the early diagnosis of the
affection under consideration presents no insurmount-
able difficulties, and that the application of a reasonable
amount of care and skill, and in a few cases allowing
the lapse of a little time, will almost invariably lead
to correct results. In attaining these ends no portion
of our experience concerning pulmonary tuberculosis can
be neglected, but particular attention should be given
the points mentioned.

4571 Lake Avenue.

THE SIGHT AND HEARING OF SCHOOL
CHILDREN.

BY H. V. WURDEMANN, M.D.
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thalmology and Otology, Northwestern Woman's Medical Col-
lege; Oculist and Aurist to St. Luke's Hospital, Consulting

Oculist and Aurist to St. Joseph's Hospital.
CHICAGO.

I have been requested by the superintendent of the
Milwaukee schools to say something concerning methods
for the systematic examinationof school children's vision
and hearing, which have been instituted in a number of
the large cities of America, and have been taken up
in this city under the authority of the commissioner of
public health.

The enlightenment of the young may be likened to
the raising of agricultural products. Not only are

proper seeds necessary, but favorable soil and conditions
are quite as needful. The means of education: the
buildings, properly placed, constructed and conducted,
including teachers, systems, books, etc., have been fully
developed in our day. The child's mind should be active
and its body and senses healthy to render it capable of
profiting by instruction. Modern schools, with their
effective machinery, are a source of gratification and de-
light to all; but enthusiastic, progressive and systematic
educators do not always consider the soil on which the
seed of enlightenment falls; in other words they are dis-
posed to consider children as a massed entity, do not
separate them into isolated individuals, with distinct in-
heritances, and mental and physical peculiarities, rend-
ering them more or less adaptable to the requirements of
the modern public school. Children are thrown into the
great machinery of school life, are divided into grades,
are expected to adhere to them and become educated ac-
cording to this system. A child may have a weak or
crooked back, which will become aggravated by close
confinement at improperly constructed desks; he mayhave lungs handicapped with the incipient germs of con-
sumption, encouraged by the protracted inhalation of
vitiated school air; he may languish from an impover-
ished condition of the blood, and pine and droop under
too much study and too little fresh air.

These are some of the conditions noticed in school
children, militating against the easy acquirement of an
education ; but more directly detrimental is the existence

An Address delivered before the Principals of the Milwaukee
Public Schools, Jan. 12, 1900.

of certain abnormal conditions of the organs of special
sense, of seeing and hearing, which are certainly of
prime importance in acquiring an education. If a child
can not see well and hear well his position is certainly
most unfortunate in the modern public school, where he
is expected to keep up with his grade work, or else sub-
ject himself to chagrin and mortification. Do not un-
derstand me as saying that your schools are to be likened
to the car of Juggernaut, that ruthlessly throws down
and crushes all who unfortunately come in contact with
its destroying wheels. Far from it. I fully appreciate
the gentle, humane and sympathetic feelings that pro-
ceed from the hearts of most teachers toward the chil-
dren committed to their care. I am not unaware of
their watchfulness and solicitude over their little flock,
that prompts them to change the seats of the deaf and
nearsighted, to make allowances for any noticeable phys-
ical or mental short-comings, to frequently visit parentsand urge on them the necessity of action concerning the
health of a child ; but these are isolated though frequent
instances, inspired by individual sympathy and char-
acter.

What we want is a paternal school system of health
investigation, by which the physical defects of children
will be made manifest and steps taken to protect pupils
against themselves and in many instances against their
parents. We also want a system that, after these un-
fortunate conditions have been discovered, will not only
allow, but insist on, the harmonizing of the studies to the
child, and not the child to the studies. I am not un-
aware of how often this is done ; that the doctor's certifi-
cate of poor health is usually respected; that the course
of study is sometimes changed under the advice of par-ents or teacher. I think I am not wrong in saying that
these changes are so frequent, and so little encouraged,
that children will often endure much physical discomfort
or even suffering, rather than assume the mortification
brought on them by the distinction of a grade change.
These changes should be inspired from the intelligent
illumination of regular physical examinations, and
should be so common as to excite no comment, and giverise to no loss of a pupil's self-respect, or disappointment
on the part of the parent, who frequently allows a child
to languish and acquire permanent invalidism, rather
than interfere with his class standing, or the date of a
projected graduation.

I would not be misunderstood as advocating the aboli-
tion of systems and grades. It is needless to say that
schools can not be properly conducted on other prin-
ciples. Neither do I advocate the indiscriminate chang-
ing of children in grades, without just and adequate
consideration. Neither do I ignore the fact that pupils
are frequently changed to other grades for ostensibly
good and sufficient reasons. I advocate more system and
more grades. I advocate a system of physical examina-
tion in schools, by which we may know the condition of
a child's health, and not trust chance or circumstances
to detect it, and I advocate more and shifting grades,commensurate with the physical condition of defective
children. In other words, I do not believe in the whole-
sale education of the rising generation, which is our
country's hope, its bulwark and defense, and whose phys-
ical and mental condition is a sacred trust which we must
guard and cherish. I do not believe in thrusting these
little, yielding, impressionable, often sickly, lives into the
common crucible, to be moulded and turned out with
identical exactitude and precision. I believe that chil-
dren should not be damaged by their educational ex-
istence, but should emerge from the portals of the Amer-
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